INTRODUCTION {#sec1-1}
============

The odontogenic fibroma is a benign neoplasm of odontogenic ectomesenchymal origin, characterized by relatively mature collagenous fibrous tissue with varying amount of odontogenic epithelium. It can occur in central or peripheral location, the latter being more common by a 1.4:1 ratio.\[[@ref1]\] A slight female predominance has been seen in a literature review by Daley *et al*.\[[@ref2]\] Age at diagnosis varies widely with a peak in the third and fourth decades of life.\[[@ref1][@ref2]\]

The World Health Organization (WHO) defined\[[@ref3]\] it as "a benign odontogenic neoplasm of fibroblastic origin characterized by relatively mature collagenous fibrous tissue and varying amounts of odontogenic epithelium with potential to occur in either a central or an extraosseous location. The extraosseous counterpart is designated as peripheral odontogenic fibroma".

It appears as a firm, slow-growing and usually sessile gingival mass covered by normal appearing mucosa.\[[@ref4]\] Clinically, it cannot be distinguished from common fibrous gingival lesions. Encountered mainly on facial gingiva of mandible, with incisor-canine and premolar area being the most common sites, they seldom cause displacement of teeth. Rarely, multifocal or diffuse lesions have also been described.\[[@ref5]\]

The lesion is generally elevated and nonulcerated clinically and nonencapsulated microscopically. The histologic spectrum of this lesion is wide. Connective tissue ranges from loose (almost myxomatous) to markedly cellular or to relatively acellular and well organized.\[[@ref4]\] Islands/strands of odontogenic epithelium are scattered throughout connective tissue, which may be prominent/scarce. Dysplastic dentin, amorphous ovoid cementum like calcifications and trabeculae of osteoid may also be present. The peripheral odontogenic fibroma shows histopathologic features similar to those of the central odontogenic fibroma (WHO) type.\[[@ref5]\]

Review {#sec2-1}
------

In the past, some authors had designated clinically and histopathologically lesions similar to peripheral odontogenic fibroma as odontogenic gingival epithelial hamartoma\[[@ref6]\]/peripheral fibroblastic dentinoma,\[[@ref7]\] odontogenic epithelial hamartoma.\[[@ref8]\] The reason for it being referred to as odontogenic gingival epithelial hamartoma\[[@ref6]\] in the past is a reflection of the authors placing more emphasis on the epithelial component rather than the fibroblastic component. It does not appear to be a hamartoma because hamartomas are developmental,\[[@ref9]\] while in this particular study by Baden,\[[@ref5]\] lesions reported as hamartomas appeared only in sixth and seventh decades of life rather than during the development of dentition, which means that they were not hamartomas.

At one time, the terms peripheral ossifying fibroma and peripheral odontogenic fibroma were used quite interchangeably till Gardener\[[@ref9]\] published a clarification in terminology. While the former one is a commonly found reactive lesion with well-formed bone, numerous giant cells and only rarely, if present, odontogenic epithelial rests, the latter one, which is quite rare, has extensive odontogenic epithelium with occasionally found dysplastic dentin/cementum like calcifications and only rarely, giant cells are present. The origin of both the lesions is quite different and so is the biologic behavior. The former is a benign tumor of connective tissue origin with a marked tendency to recur, while the latter is of odontogenic mesenchymal origin whose recurrence is not known exactly but is reported to vary from very low to as high as 38.9%.\[[@ref2][@ref9][@ref10]\]

Buchner *et al*.\[[@ref4]\] presented nine cases of peripheral odontogenic fibroma that illustrate the variety of its histopathologic findings. They also suggested that the term 'WHO type' to be used to distinguish it from peripheral ossifying fibroma.

The first detailed clinicopathologic study of peripheral odontogenic fibroma was published by Daley *et al*.\[[@ref2]\] Clinical data from this study indicate that the lesion is more common than reported previously and also that it has a significant recurrence rate.

Another study by Buchner\[[@ref1]\] presents the relative frequency of peripheral odontogenic tumors (POTs), in which it was found that peripheral odontogenic fibroma accounted for 51.1% of the total POTs. However, POTs themselves are quite rare, consisting of only 0.05%\[[@ref1]\] of all oral biopsy specimens.

Being a rare lesion itself, the literature mostly consists of case reports\[[@ref3][@ref10]--[@ref13]\] of rarer forms or presentations of the same lesion which consist of diffuse, multifocal type\[[@ref11]\] and diffuse associated with ocular, skin lesions.\[[@ref3]\] Histologic subtypes include granular cell variant\[[@ref13]\] and squamous variant.\[[@ref8]\]

CASE REPORT {#sec1-2}
===========

A 30-year-old female presented in the Department of Periodontics, SRCDSR, with a localized gingival swelling in relation to interdental gingiva of mandibular left canine-first premolar region \[[Figure 1](#F1){ref-type="fig"}\]. It was present since 1 year and had slowly grown to this size, causing displacement of both the teeth and creating a space between them. Patient gave a vague history of presence of similar growth in the same region around 11 years back which she got excised in a government hospital, but no records could be obtained regarding that either from the patient or from the hospital. On examination, the swelling was approximately 0.8 × 1 cm in size \[[Figure 2](#F2){ref-type="fig"}\], was found to be sessile, nonlobulated, sharply demarcated but otherwise of the same color as the surrounding mucosa. On palpation, it had a fibrotic consistency. Complete full mouth periodontal examination revealed the presence of generalized 3-4 mm deep pockets and subgingival flecks or complete bands of calculus. Patient had a very poor oral hygiene. A clinical diagnosis of generalized mild to moderate chronic periodontitis with focal fibrous hyperplasia/irritation fibroma was made. IOPA Intra oral periapical radiograph (IOPA) of the involved area was taken which revealed a horizontal bone loss \[[Figure 3](#F3){ref-type="fig"}\]. Excisional biopsy was done along with open flap debridement as the patient was suffering from periodontitis. The growth was removed with an internal bevel incision and root surface was scaled and planed thoroughly. Periodontal pack was placed and the patient was recalled after 7 days for pack and suture removal. At follow-up, the area seemed to heal well. The patient is getting treated for periodontitis now and will remain on a regular follow-up of 3 months in the future. A 5-week follow-up photograph has been shown \[[Figure 4](#F4){ref-type="fig"}\].

![Pre-operative photograph](JISP-15-273-g001){#F1}

![Mesiodistal length of excised lesion](JISP-15-273-g002){#F2}

![Radiograph of the area](JISP-15-273-g003){#F3}

![Post-operative photograph (5-week follow-up)](JISP-15-273-g004){#F4}

Microscopically, the lesion showed partially circumscribed tumor mass exhibiting interlacing fascicles of collagen fibers and scattered abundant odontogenic nests and strands \[[Figure 5](#F5){ref-type="fig"}\]. Intervening connective tissue also consisted of numerous localized areas of chronic inflammatory cells (mainly plasma cells) and few multinucleated giant cells. The overlying epithelium was hyperplastic, parakeratinized stratified squamous epithelium with thin, long rete ridges.

![Photomicrograph(×4) of H & E stained section. Inset shows odontogenic epithelial cord (×40)](JISP-15-273-g005){#F5}

DISCUSSION {#sec1-3}
==========

The peripheral odontogenic fibroma is treated by local excision and prognosis is excellent. The differential diagnosis includes inflammatory lesions such as fibrous hyperplasia, fibroma, giant cell fibroma, peripheral ossifying fibroma, POTs, peripheral giant cell granuloma, and pyogenic granuloma.

Peripheral odontogenic fibroma does not involve the underlying bone and only sometimes shows areas of calcification on radiograph.\[[@ref5]\] This was not true in our case. The lesion itself showed no calcification, while the reason for interdental bone loss is periodontitis since it is generalized.

Recurrence\[[@ref2][@ref12]\] has been documented, so follow-up is mandatory. Armas *et al*.\[[@ref12]\] have published a case report of recurrence of peripheral odontogenic fibroma three times and the last one occurred not only after a gap of 11 years which is the longest reported time of recurrence, but also presented in association with a central odontogenic fibroma although there were no radiographic findings the first two times. This would emphasize the importance of radiographic investigation and follow-up of such type of cases.

Tooth displacement, which is generally not caused by this lesion, was present in this case most likely because of the presence of generalized periodontitis that makes the tooth amenable to pathologic migration. Due to the nonavailability of previous records, we cannot say whether it is a recurrence of the same lesion after a long period of 11 years or another independent lesion. The literature\[[@ref9]\] also indicates the presence of another pathological entity, namely fibrous hyperplasia exhibiting odontogenic rests, which was eliminated from differential diagnosis on the basis that the epithelium found in our specimen was actually large in amount as seen in the photomicrograph.

It is further stressed that as far as the excisional part is concerned, mucogingival problem is not created unless and until the attached gingiva is involved, which is not quite usual, or rather it has not been commented upon except in one of the case reports.\[[@ref10]\] However, if it is involved, grafting procedures can be done. In our case, attached gingiva was not involved.

To conclude, we stress upon the radiographic and histopathologic investigation of all gingival growths in addition to regular follow-ups of all such patients.
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